Abstract This study was conducted to examine the 12-month effects on depression and depressive symptoms of a groupbased cognitive-behavioral preventive intervention for middle school students (Positive Thoughts and Actions, or PTA), relative to a brief, individually administered supportive intervention (Individual Support Program, or ISP). A randomized clinical trial was conducted with 120 early adolescents (73 girls and 47 boys; age 12-14 years) drawn from a school-based population who had elevated depressive symptoms. Youths completed measures of depressive symptoms at baseline, post-intervention, and 6 and 12 months into the follow-up phase. Measures of internalizing problems, externalizing problems, school adjustment, interpersonal relationships, and health behavior were obtained from parents and/or youth. Multilevel models indicated that the effect of PTA on youthreported depressive symptoms persisted until 12-month follow-up; d=0.36 at post-intervention, d=0.24 at 6-month follow-up, and d=0.21 at 12-month follow-up. PTA youths also reported lower internalizing symptoms at post-intervention, d=0.44, and at 12-month follow-up, d=0.39. Time-limited effects were found for parent-reported internalizing symptoms and health behavior. Onset of new depressive episodes did not differ based on intervention group (21 % ISP; 17 % PTA). Results demonstrate support for the long-term efficacy of PTA, a cognitive-behavioral preventive intervention in which youths engage in personal goal-setting and practice socialemotional skills.
The proportion of youth experiencing depressive disorders increases sharply from childhood to late adolescence (Lewinsohn et al. 1994 ). Even at subclinical levels, depressive symptoms impair functioning (Fergusson et al. 2005 ) and increase risk for later depression (Klein et al. 2009 ). Financial expenditures to treat youth depression are significant (Lynch and Clarke 2006) . In light of the negative ramifications of youth depression, efforts to prevent youth depression are important, especially those that maintain effects after the program ends. According to recent meta-analyses, depression prevention programs are efficacious at post-intervention (Cohen's d ranges from 0.16 to 0.30), but effects diminish at follow-up (d ranges from 0.10 to 0.20) (Horowitz and Garber 2006; Merry and Stasiak 2012; Stice et al. 2009 ).
Although evidence is limited, longer-sustained effects of prevention programs may be even more difficult to achieve when the comparison condition controls for some therapeutic components. For instance, Gillham et al. (2007) compared the effects of Penn Resiliency Program (PRP) to a control that included adult attention and social support, the Penn Enhancement Program (PEP), for middle school students not meeting criteria for major depressive disorder (MDD) including those with elevated symptoms. Relative to PEP, PRP participants did not show reductions in depressive symptoms over the 3-year follow-up. Stice et al. (2010) evaluated the effects of a brief cognitive-behavioral program for high school students with elevated depressive symptoms, compared to three active control conditions. In the first control condition, students attended weekly groups that provided support but did not address cognitive-behavioral skills (supportive expressive). In the second control condition, participants were provided with a cognitive-behavioral self-help book for depression (bibliotherapy). In the third control condition, youths received educational pamphlets that described major depression and treatment options (brochure). Although intervention group participants showed greater reduction in symptoms compared to the supportive-expressive, bibliotherapy, and brochure controls at post-intervention (Stice et al. 2008 ), these differences disappeared by 1-year follow-up (Stice et al. 2010) .
Data supporting the efficacy of prevention programs in reducing risk for onset of a mood disorder are similarly mixed. Some studies show that episodes of depression and/or dysthymia are significantly reduced in the intervention group relative to no-treatment control (Arnarson and Craighead 2011; Clarke et al. 1995; Stice et al. 2010) , while others find no differences (Sheffield et al. 2006) . Only one trial to date has tested the impact of school-based depression prevention on the onset of diagnostic outcomes against an active control. In that trial, 14 % of cognitive-behavioral participants developed major depression, not significantly lower than supportiveexpressive condition (14 %) or cognitive-behavioral bibliotherapy (3 %), but significantly lower than brochure controls (23 %) (Stice et al. 2010) . The limited data to date suggest that the development of depression prevention programs that have sustained efficacy over the long term remains a public health priority.
We previously described the post-intervention outcomes (McCarty et al. 2013) for Positive Thoughts and Actions (PTA), a manualized and developmentally tailored schoolbased depression prevention program. PTA was designed to address key factors that impact depressive symptoms, including diminished health behaviors, academic stress, and interpersonal problems. Control group participants received an Individual Support Program (ISP), a 45-90 min interview in which the interviewer summarized and empathized with the student's perspective, and formulated an overall sense of the youth's areas of strength and need and a brief action plan. Both ISP and PTA involved supportive adult contact with problem-solving, though intervention dose was smaller for ISP.
We previously showed that PTA participants, relative to ISP, demonstrated significant improvements on childreported depressive symptoms at post-intervention, d=0.34. PTA youths also had significantly lower levels of childreported internalizing symptoms and improved health behavior (McCarty et al. 2013) . PTA specifically aimed to promote the maintenance of gains by (a) teaching students to apply cognitive-behavioral skills to individualized goals related to school, interpersonal, and health functioning; (b) focusing on generalization of skills through weekly homework followed by feedback during sessions; and (c) involving parents to support home practice and continued use of skills post-intervention. Given PTA's demonstrated efficacy over ISP at postintervention and the intervention's explicit attention to longterm maintenance, we hypothesized that PTA gains relative to ISP will persist until 12 months post-intervention. We expected that PTA participants would evidence improvement on symptomatology, including child-reported depressive symptoms and child-and parent-reported internalizing and externalizing symptoms. We further expected that PTA would lead to improved functional outcomes, including school adjustment, interpersonal functioning with parents and peers, and health behavior. Finally, we expected that PTA participants would evidence a lower rate of DSM-IV diagnosis of depressive disorders over the 12-month follow-up period.
Method Participants and Procedure
Recruitment and Enrollment Participants included 120 seventh and eighth graders attending four Seattle public schools who were at elevated risk for depression, as indicated by a score of 14 or higher (top 25 %) on the Mood and Feelings Questionnaire, administered at screening. Randomization was stratified by school, grade, and gender, and yielded assignment of 58 students to PTA and 62 students to ISP. Demographic characteristics of participating students and their families are provided in Table 1 , separated by condition. PTA parents were more likely to have Bachelors degrees, and ISP parents were more likely to have high school diplomas or Masters, professional, or doctoral degrees. As shown in Fig. 1 , we retained 102 of the original 120 students (85.0 %) and parents of 100 (83.3 %) students, at 12-month follow-up. Retained and attrited youths did not differ on any demographic or outcome variables (all ps>0.10).
Measures
Assessments occurred at four time points: baseline (time 0), after the 6-month acute intervention phase (time 1), 6 months into follow-up (time 2), and 12 months into follow-up (time 3). Trained interviewers blinded to intervention status conducted structured interviews and administered self-report questionnaires at the families' homes or at our research offices.
Depressive Symptoms The Mood and Feelings Questionnaire (MFQ) (Costello and Angold 1988 ) is a 33-item self-report questionnaire designed for children aged 8 to 18. Students are asked to report on their depressive symptoms for the last 2 weeks on a 3-point scale (Not True, Sometimes, True). The MFQ has previously demonstrated high content and criterion validity (Angold et al. 1995) , and has high internal consistency in our sample (Cronbach's αs range from 0.84 to 0.91 at each time point). The Patient Health Questionnaire (PHQ-9) was administered individually to students who scored 14 or above on the MFQ, as part of a brief clinical assessment to determine eligibility for the trial, within a few days of screening. The PHQ-9 includes nine questions based upon DSM-IV major depression criteria (Kroenke et al. 2001) . It has been found to have high sensitivity (90 %) and acceptable specificity (73 %) for the diagnosis of major depression in adolescent populations (Richardson et al. 2012 ).
Internalizing and Externalizing Symptoms The Behavior Assessment Scale for Children-Second Edition (BASC-2) was administered to parents and adolescents (Reynolds and Kamphaus 2004) . Most items are rated on a 4-point scale (Never, Sometimes, Often, Almost Always), with some true/ false items on the student form. Both youths and parents rated internalizing problems, whereas only parents rated externalizing behavior. BASC-2 scores correlate highly with corresponding scales on the Achenbach System of Empirically Based Assessment (Reynolds and Kamphaus 2004) . Internal consistency for internalizing and externalizing scales in the current sample ranged from α=0.78 to 0.93. The BASC-2 was administered at three time points (pre-intervention, postintervention, and 12-month follow-up). T scores were used in all analyses.
Functional Outcomes Adolescent-reported measures of school adjustment, interpersonal relationships, and health behavior were used as secondary functional outcomes. School adjustment was measured with the BASC-2 Attitude to Teachers and Attitude to School subscales. High scores on the Attitude to Teachers scale suggest a perception of teachers as uncaring, unfair, and unmotivated to help them (internal consistency in the current sample ranged from α=0.81 to Finally, students reported on their health behavior using the Health-Enhancing Behavior Index (HEBI), which contains 12 items assessing healthy eating, regular exercise, and number of hours of sleep. A composite index is calculated by summing the average of each scale, with higher scores indicating better health behavior. In the current sample, internal consistency ranged from α=0.80 to 0.88 over the four time points.
Diagnostic Interviews The Washington University at St. Louis Kiddie Schedule for Affective Disorders and Schizophrenia (WASH-U-KSADS) (Geller et al. 1996 ) is a semi-structured parent-and child-clinical interview for the diagnosis of mental health disorders according to DSM-IV criteria. The diagnostic interviews were administered at 12-month follow-up; youths were asked to report on the occurrence of new depressive episodes for the 18 months prior to assessment (coinciding with the period from pre-intervention through 12-month follow-up). Interviewers were bachelors or masters level trainees in psychology, educational psychology, or social work. Inter-rater reliability was assessed for two interviews per interviewer. Reliability for diagnosis of a major depressive episode was excellent (ĸ=1.00).
Procedures
Figure 1 depicts the screening and enrollment process. From a population of 2650 seventh and eighth grade students, 1190 (45 %) returned parental consent forms, assented to participation, and were administered the MFQ. Our goal was to identify a symptomatic sample of youth who did not yet have depressive disorders. Students who scored 14 or higher (top 25 %) on the MFQ were seen individually by study staff to assess study eligibility. Exclusion criteria for students were as follows: (a) parents did not understand English, (b) current suicidal ideation, (c) currently enrolled in mental health treatment for depression or to cope with stressors, (d) symptoms consistent with probable major depressive disorder (MDD) based on responses to the PHQ-9, or (e) student was deemed to be inappropriate for a group-based intervention due to clear intellectual disability or behavioral problems. Parents of students who had unmet clinical needs were contacted by phone to provide feedback about their child's needs and referral information. From the screened sample, 120 were enrolled in the prevention trial and included in the final analyses.
Intervention and Control Conditions
Interventionists were masters or doctoral level therapists who received one (ISP) or two full days of training (PTA), and only delivered one of the two interventions.
PTA PTA is a manualized, developmentally tailored program focused on cognitive-behavioral skills, including coping, cognitive style, and problem-solving, with application of skills to broader areas including school functioning, interpersonal relations, and health behavior (McCarty et al. 2011 (McCarty et al. , 2013 . PTA groups took place at school during or after school. Groups consisted of 50-min sessions once a week for 12 weeks with groups of four to six students. PTA also promotes parent involvement and support through the inclusion of two home visits with parents and students together, and two separate parent workshops, conducted in the evenings at the school. Topics addressed during parent sessions included setting personal goals for students and parents, adolescent development, teaching parents cognitive and behavioral skills, and communication skills. All PTA sessions were recorded, and 17 % were randomly rated for adherence. Overall mean intervention adherence across group leaders was 92 %.
Individual Support Program The control group participants received ISP, a modified version of the Measure for Adolescent Potential for Suicide intervention (Eggert et al. 1995) . The original MAPS interview has shown to be associated with significant decreases in depression, hopelessness, stress, and anger at 5-and 10-month follow-ups (Eggert et al. 1995) . Our modification involved removal of modules on suicide risk (because youth with suicidal ideation were excluded during recruitment), and adapting questions to a middle school population. The ISP intervention consisted of a 45-90 min supportive interview regarding the student's stressors, depression and anxiety, personal control/hopelessness, coping strategies, and support resources. The interviewer summarized and empathized with the student's perspective, and formulated an overall sense of the youth's areas of strength and need. The student and interventionist worked together on a brief action plan to address problems, and the student was asked to follow up with a school counselor or teacher that they chose for future support. The interventionist called the youth's parent to discuss the student's plan and any areas of need in which the parent could be helpful, and also contacted the student's chosen supportive school staff member. Sixteen percent of audiorecorded ISP interviews were rated, and with mean overall adherence of 91 %.
Data Analyses
We previously reported findings that PTA was more efficacious at ISP at post-intervention (McCarty et al. 2013) . The current analyses thus focused on effects over the 12-month follow-up. We specified three plausible growth models for each of the continuous outcome variables: a traditional linear growth model, a time-limited effect model, and a persistent effect model. In the traditional linear growth model, the rate of improvement from pre-to post-intervention is the same as the rate of improvement from post-intervention through 12-month follow-up. However, change processes in an intervention and follow-up design may not follow a linear growth trajectory. Indeed, it is likely unrealistic to expect that participants in any psychological intervention would benefit just as much after the program ends as when they were actively participating. The statistical innovation of piecewise growth modeling (see McCoach and Kaniskan 2010) allowed us to model non-linear trajectories, with differing change rates for each segment of time. To more accurately capture the hypothesized rate of change, we specified one slope for the pre-to postintervention period, and a different slope for the postintervention to 12-month follow-up. In our second model, the time-limited model, the rate of growth from pre-to postintervention is different from the rate of growth from postintervention to 12-month follow-up. In our third model, the persistent effect model, there is change from pre-to postintervention and no change from post-intervention to 12-month follow-up.
In all models, we followed procedures for longitudinal analysis using multilevel modeling (MLM) framework with time nested within individuals (Snijders and Bosker 2012) . The intra-class correlation coefficient (ICC) for intervention group, interventionist, and school were all below 0.01, and were not accounted for in the analyses. In all models, we first added a time effect coded as 0=pre-intervention, 1=post-intervention, 2=6-month follow-up, and 3=12-month followup for all participants. Then, in the time-limited and persistent effect models, we added a time-varying covariate (TVC) at level 1 to capture the hypothesized discontinuity in growth. In both models 2 and 3, ISP, as our reference group, had designated TVC values of 0 across the four time points. The coding of the TVC for the PTA group differed across models 2 and 3. In the time-limited model, the TVC was coded 0, 1, 0, 0 across the four time points. In the persistent effect model, the TVC was coded as 0, 1, 1, 1 across the four time points. The TVC coding does not imply a direction of effects-greater effects for PTA or ISP can both fit the model. The sign of the parameter estimate (i.e., whether the TVC is positive or negative) indicates whether PTA or ISP is more efficacious. When both the time effect and the TVC were included in the model, the multilevel model intercept and slope terms are estimates for the ISP group as the reference, while the estimates from the TVC term illustrate the deviation of the PTA group from the ISP group.
We selected the final model by comparing the Akaike Information Criteria (AIC) and the Bayesian Information Criteria (BIC) of competing non-nested models. Smaller values of AIC and BIC indicate better model fit. Absolute differences in BIC are not as straightforward as with other fit indices. Since differences in BIC across models can be considered to reflect the posterior odds that the first model is correct relative to the odds that the second model is correct (Raftery 1995) , even small differences in BIC can reflect large differences in the odds.
Consistent with the intent-to-treat framework, data from all students who completed baseline measures were included in the analyses even if post-intervention or follow-up data were unavailable. Maximum likelihood estimation was used. Effect sizes (ESs) were computed using the procedures for Cohen's d (Cohen 1988) . All ESs were calculated such that positive values indicated an advantage for PTA over ISP.
Intervention effects on dichotomous diagnostic outcomes were examined with survival analysis (Singer and Willett 2003) . Consistent with the intent-to-treat approach, participants who were lost to the 12-month follow-up were included in the analyses as censored observations. A Cox proportional hazard regression was used to test the main effect of the intervention on likelihood of any depressive episode by 12-month follow-up.
Results

Pre-intervention Comparisons
At baseline, there were no significant differences between intervention and control conditions for any measure of symptoms or functional outcomes (all ps>0.10). Table 2 shows descriptive statistics on outcome variables for PTA and ISP participants at baseline, post-intervention, 6-month follow-up, and 12-month follow-up.
Intervention Effects on Symptoms
We first modeled intervention effects on child-reported depressive symptoms. First, we specified a linear growth model with time as a predictor, coded 0 1 2 3, but did not include the TVC. Then, we added the TVC under the time-limited effect model (coded 0 0 0 0 for ISP participants and 0 1 0 0 for PTA participants). We compared this model to one in which the TVC reflected a persisting effect of the intervention (coded 0 0 0 0 for ISP participants and 0 1 1 1 for PTA participants). Table 3 summarizes the AIC and BIC values used to evaluate whether a linear growth model, a time-limited model, or a persisting effect model better accounted for the data. The fit indices suggested that the persistent effect model better accounted for students' change on depressive symptoms. At baseline, the average MFQ score for all participants was 15.06. The time effect indicated that the ISP group decreased at a rate of 0.03 units per wave. The TVC estimate suggested that PTA decreased 2.26 units more than ISP from pre-to post-intervention, and this was maintained over time with a 0.03 decrease per wave after post-intervention. Overall, our findings suggested that relative to ISP, PTA participants showed an improvement in depressive symptoms across the intervention period that was maintained across the 12 months of follow-up. Figure 2 illustrates depressive symptoms for ISP and PTA participants over time.
To further understand who most benefited from the intervention, we conducted post hoc analyses examining baseline depressive symptoms as a potential moderator of intervention impact by adding a multiplicative term between the intervention condition and baseline depressive symptoms, constituting a three-way cross-level interaction with time ( Similar analytic procedures were conducted to examine other symptom outcomes, including measures of child-and parent-reported internalizing and externalizing symptoms. As shown in Table 3 , comparison of model fit suggests a persisting effect of PTA on child-reported internalizing symptoms. Effect sizes, shown in Table 4 , indicated a moderate advantage of PTA at both post-intervention and 12-month follow-up. In contrast, the advantage of PTA on parentreported internalizing symptoms is much smaller and time- Note. C child report, P parent report. The BASC-2 was not administered at 6-month follow-up limited. Although the time-limited model fits best in predicting changes in parent-reported externalizing behavior, the parameter estimate for PTA effects included 0.
Intervention Effects on Functional Outcomes
Next, we used the analytic procedures described above to examine the effects of the intervention on school adjustment, interpersonal relationships, and health behavior. As shown in Table 3 , we found a time-limited PTA effect for health behavior. Effect sizes in Table 4 indicated diminishing effects on health behavior over time. PTA showed a linear effect on attitudes to school. Effect sizes (Table 4) for attitudes to school favored PTA and were moderate in magnitude at both postintervention and 12-month follow-up. Although the linear growth model fit the data best for Attitudes to Teachers and Relations with Parents, parameter estimate confidence intervals included 0. While the persisting effect model fit the data best for Interpersonal Relations, the parameter estimate also included 0.
Intervention Effects on Depressive Disorder Onset
By 12-month follow-up, new (initial) episodes of major depression and/or dysthymia were experienced by 13/62 (21 %) of ISP participants, compared to 10/58 (17 %) of PTA participants. Figure 3 illustrates the cumulative proportion surviving (no depressive episode) for PTA and ISP groups. Cox proportional hazard models indicated that the difference between intervention and control groups was not significant (Δχ 2 = 0.22, p=0.64), with an odds ratio for any depressive episode of 1.27 (95 % CI [0.51, 3.18] ). Note. C child report, P parent report. The BASC-2 was not administered at 6-month follow-up. Italic font indicates the best fitting model for each outcome Fig. 2 Observed and predicted depressive symptom scores for PTA and ISP participants separately, under the persistent effects model
Discussion
The current study evaluated the 12-month effects of Positive Thoughts and Actions (PTA), a school-based group cognitivebehavioral depression prevention program for middle school students. Our effect sizes are consistent with those from prior depression prevention trials, which has been estimated in meta-analysis to be d=0.20 at 12-month follow-up (Merry and Stasiak 2012) . The effect sizes found in this study are noteworthy given a comparison condition that controlled for adult support and problem-solving. Baseline depressive symptoms did not moderate intervention effects. The sizeable percentage of ethnic minorities in our sample (44 %) suggests that this prevention program may be efficacious for diverse populations of adolescents. The demonstrated success with our middle school sample (mean age=12.8 years) suggests that PTA is a promising program in this younger age range. Depression prevention effects are especially difficult to achieve with younger samples. The meta-analysis by Stice et al. (2009) showed that depression prevention is efficacious with older samples, but have negligible effects with children younger than 13.5 years of age (d=0.04). We believe that a number of factors contribute to the efficacy of PTA. The program was developed specifically for early adolescents with curriculum material that uses concrete, age-appropriate language, and examples of stressors faced by middle school students. Our interventionists were well-trained, and parents were actively involved via workshops and home visits. It is worth noting that the 95 % confidence intervals for group differences on depressive symptoms included 0 at all three time points. Given our original sample size of 120, we had power (1-β)=0.80 at p<0.05 to detect average differences between groups at any given time point as small as Cohen's d=0.52. These effect sizes provide a cross-sectional estimate of group differences at any given assessment, not accounting for scores at other assessments. Growth models, on the other hand, estimate model parameters based on scores at all four time points. The current findings suggest an effect of PTA on depressive symptoms at post-intervention (d=0.36) that persists, but with diminishing magnitude of effects over time (d=0.24 and d=0.21 at 6-and 12-month follow-ups, respectively). The pattern of depressive symptoms illustrated in Fig. 2 suggests that the effects of PTA might be more accurately described as a health promotive rather than a prevention effect. Prevention effects would be indicated by worsening symptoms in the control group, and a prevention of such worsening in the intervention group. Health promotive effects, in contrast, are indicated by a relative decline in symptoms for the intervention as compared to the control group. Our results are consistent with meta-analytic findings that many depression Bprevention^programs are effective by reducing subclinical depressive symptoms (Horowitz and Garber 2006) , consistent with a health promotive effect.
The issue of characterization of program effects as Bhealth promotion^or Bdisease prevention^is also intertwined with methods of identifying youth who are at risk for developing later MDD. In this study, we relied on elevated scores on a questionnaire at screening, and invited students in the top 25 % to participate in this study. Although the 12-month prevalence of MDD in adolescence is 10.7 % (Substance Abuse and Mental Health Services Administration 2014), we chose to recruit a larger portion of the school population because of research suggesting that subclinical levels of depressive symptoms can contribute to functional impairment (Fergusson et al. 2005) . Across groups, many students showed a reduction in symptoms between screening and pre-intervention, which may be due to regression to the mean, the episodic nature of depression, a placebo effect due to enrollment in the study, or Bfalse positives^identified at screening. On average, our sample was at elevated risk compared to the general population: Our survival analysis shows that 19 % went on to develop MDD in the 18 months following baseline. However, substantial heterogeneity in severity of symptoms was also evident. Thus, our study sample likely consists of some students that never would have developed MDD even without intervention, and students who would more imminently develop MDD.
Although our control group, ISP, received a lower dose of intervention than PTA, ISP was designed to control for nonspecific support and empathy with an engaged adult and is a more active control than a no-treatment comparison. To our knowledge, only two other trials to date have shown an advantage of a cognitive-behavioral depression prevention program over plausibly efficacious active control conditions (Stice et al. 2007 (Stice et al. , 2008 . At the same time, future work should compare PTA to an active comparison condition that also controls for intervention dose and the effects of being involved in a group of peers. No significant differences in the prevention of new depressive episodes between PTA and ISP were found at 12-month follow-up. This result is consistent with the only other trial to date testing the impact of school-based depression prevention on the onset of diagnostic outcomes against active control groups (Stice et al. 2010) , which found significant differences only for an inactive brochure control. In our study, onset of new depressive episodes occurred for 21 % of control participants, compared to 17 % of PTA members. Visual examination of the data in Fig. 3 suggests that, in all time periods following the beginning of the intervention, PTA participants developed depressive episodes at a lower rate than their peers in ISP. Longer-term follow-up would be needed to determine whether this pattern continues past 12 months.
Our findings suggest that PTA effects may have been noticeable to parents, as indicated by a time-limited effect on parent-reported internalizing symptoms. Previous work by Clarke et al. has suggested benefits of the coping with stress program mainly on youth-reported depressive symptoms at post-test (Clarke et al. 1995) . Similarly, meta-analyses of treatment studies for youth depression have found that effect sizes for depression treatment based on parent-reported outcomes do not differ from zero, and are significantly lower than youthreported effect sizes (Weisz et al. 2006 ). Our relatively intensive efforts to provide skills-based training and psychoeducation to parents in the format of workshops and home visits may have improved PTA parents' ability to identify and address depressive symptoms in their children, although our results suggest that this effect may diminish over time.
PTA participants demonstrated changes in two of the three domains of functioning examined, health behavior and attitudes toward school. The relationship between health and mood was emphasized in PTA, with all youths creating specific target goals related to improving their physical health. It may be that health behaviors are easier to change in the short term, compared to interpersonal outcomes, because adolescents have greater control over these behaviors and they can evidence change in a short span of time. PTA also included a significant focus on school adjustment (e.g., by identifying and challenging negative thoughts about school). Contrary to hypotheses, we did not find effects of PTA on interpersonal functioning with parents and peers. It may be that a more robust or more specifically targeted intervention is needed to affect interpersonal outcomes, and that cognitive-behavioral skills training is not sufficient.
A number of potential limitations of this project should be considered. First, although both PTA and ISP were portrayed as potentially useful interventions, parents, youth, and interventionists were not blinded to allocation, and dose of intervention was not equal. Second, it will be important in future studies to examine what mediators might account for changes in youth depressive symptoms. Research designs that allow for the dismantling of both specific and non-specific components will be helpful in this regard. Third, possible moderators of PTA efficacy should be examined, including gender, age, and race/ethnicity. We are currently proceeding with analyses examining the mediators and moderators of PTA program effects. Fourth, continued follow-up over longer periods of time would be informative about the maintenance of prevention effects achieved by PTA, and whether booster sessions would be needed to sustain skills.
To summarize, the current findings provide further support for the efficacy of Positive Thoughts and Action, a schoolbased prevention program for those at elevated risk for depression onset. Further attention to the impact of depression prevention programs on outcomes beyond the timeframe of delivery of intervention will be useful in weighing the public health impact of school-based preventive interventions.
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